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Abstract
Borderline personality disorder (BPD) can have a long-lasting impact on social and professional functioning, even when core symptoms of BPD are in remission. Adolescence may be a critical developmental period to change the potential long-term functional outcome of BPD. This paper presents a range of mentalizing interventions to alter the course and outcome of BPD, based upon a model of clinical staging. Mentalizing interventions have in common a focus on strengthening self-regulatory and interpersonal capacities, aiming to improve adaptive social learning. This paper argues that these interventions should be dosed and organized according to the stage of progression of BPD, which is illustrated by discussing different specific formats for mentalization-based interventions, including an early-intervention program for BPD and a standard program for full BPD.
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Background
Borderline personality disorder (BPD) is a severe mental condition associated with an increased risk of traditional axis I disorders, reduced life expectancy and severely impaired social and occupational functioning [20, 26, 36]. Longitudinal data draw a picture of a potentially chronic condition characterized by patterns of remission and relapse at the symptom level, as well as a more pervasive and persistent disability in areas of work and romantic relationships [56, 58]. Maladaptive self-regulation and interpersonal function have been identified as the common core of personality pathologies [1, 48]. Although most outcome studies adopt remission of BPD diagnosis and symptoms as a primary outcome, from a patient perspective, social and professional recovery may be more important. Therefore, one of the main challenges in treating BPD may be the design of interventions to prevent or recover from social and professional disability and help patients to establish a meaningful life, or as Linehan [35] referred to “a life worth living”. Notably, this challenge may be similar in other areas of severe psychopathology [2]. Meta-analyses in the field of psychosis have demonstrated positive outcomes with regard to psychotic symptoms and associated problems, but much less favorable outcomes for social functioning, reflecting a similar symptom-disability gap [7].
In order to prevent or change the unfavorable functional outcomes of BPD, it may be helpful to switch the traditional focus from treating BPD in adulthood to addressing emerging BPD in adolescence [11]. Although the underlying impairments in self and interpersonal regulation may have their origins early in life, typical BPD symptoms usually have their onset in puberty [29]. Despite resistance against the diagnosis before 18 [33], there is nowadays accumulating evidence that a PD diagnosis is prevalent in young people (e.g., [27, 30, 59]), distinguishes reliably between normative and clinical development [5, 15, 55, 56] and predicts a whole range of current and future negative outcomes, including conduct and school problems [31, 53, 33] substance abuse [42], emergency admissions [32] and deviant sexual behavior [38, 51].
Interestingly, there may be a different timeframe for the development and/or expression of several types of BPD symptoms. Typically, hormonally and neurobiologically driven symptoms of affect and impulse dysregulation will emerge early in the course of the disorder, with typical first clinical expressions of mood instability, anger problems or risky behavior [52]. These symptoms therefore may provide sensitive markers for emerging BPD. Symptoms related to interpersonal and social functioning may often emerge only by the end of puberty [14], possibly because of the increasing demand on autonomy and the associated need to relate to and learn from peers. Developmental issues require adolescents to engage with peers and adolescents lacking basic abilities in social cognition and relatedness, may become socially isolated and devoid of opportunities to learn socially from healthy peers. This may contribute to an increasing gap between the course of personality development in typical adolescents and adolescents with BPD. While typically developing adolescents are able to overcome their developmentally induced storm and stress, adolescents with BPD seem to become socially more disabled, contributing to a more persisting clinical picture [16]. In line with these data, it has been demonstrated that the inter- and intrapersonal symptoms of BPD indeed provide better discrimination as adolescence age into early adulthood [46]. Therefore, it may be hypothesized that the severity of impairments in social cognition, social learning and connectedness – while not being always clearly prevalent in the early manifestations of the disorder – may underpin the potential progression of BPD towards a more chronically impairing disorder.
Adolescence is not only the developmental phase during which BPD symptoms become prevalent and therefore potential indications for treatment, it also plays a crucial role in the course of BPD as the foundations for adaptive social and professional functioning in (young) adulthood are being established in adolescence [43]. Success at school and ability to socially bond with peers may pave the way towards social and occupational functioning in adulthood. Young persons who fail to complete these developmental tasks in adolescence may be severely handicapped to design an adult life that includes full social participation. Adolescent BPD has been demonstrated to be associated with increased risk for academic underachievement and school dropout [31]. Failing to complete school and to establish social bonds with peers in adolescence may predispose to the social and occupational disabilities of adult BPD patients. Developmentally, it may even be argued that the developmental break-down of (some) BPD patients, resulting in social isolation and professional withdrawing, may reflect a failure to cope with the complexities of social life. While this may on the one hand help to dial down the heftiness of BPD symptoms by avoiding socially threatening contexts, it may ultimately result in a far-reaching disability in social and occupational function. As a consequence, adolescence may be a critical developmental period to change the course of BPD, particularly regarding its potential chronic impact on functioning. Preventing developmental break-down in adolescence by keeping young people in school and scaffolding healthy relationships with peers may therefore be the most effective strategy to prevent the long-term impact of BPD on future social and professional functioning. This may include improving peer relationships and overcoming isolation, as incapacity to relate to peers may underpin not only social problems, but also school dropout given the inevitable social nature of educational settings.
To understand and impede the far-reaching impact of BPD – including not only typical BPD symptoms, but also social and occupational disability – a focus on social cognition and mentalizing may be helpful. The concept of mentalizing refers to “a form of imaginative mental activity, namely, perceiving and interpreting human behavior in terms of intentional mental states (e.g. needs, desires, feelings, goals, purposes, and reasons)” [22] with the aim of making sense of ourselves, others, and our relationships. Impaired mentalizing may be a crucial factor mediating the potential deviation from a healthy developmental pathway in adolescents prone to BPD [8]. Conversely, optimal mentalizing may function as an important protective factor scaffolding a healthy transition from childhood into adulthood. Mentalizing fosters social cognition: understanding others and oneself in relation to others may be necessary to complete developmental tasks in adolescence and to engage safely in the social network in school. Critically, neuroscientific research shows the cerebral circuits sustaining mentalizing mature during adolescents [28, 37], and in parallel, experimental studies also suggest improvements in mentalizing during adolescence [17, 39].
There is preliminary evidence that mentalizing interventions improve symptoms of borderline and associated conditions during adolescence [34, 40, 4]. Additionally, evidence from clinical studies suggests that borderline symptoms in adolescents improve with improved mentalizing abilities, suggesting improved mentalizing serves as a mediating mechanism for reducing borderline symptoms [40, 45]. However, it should be acknowledged that results are mixed at best. The MBT group-treatment in the Beck et al. study failed to show superiority above individual psychotherapy sessions. Moreover, only 29% of the MBT-group remitted and 29% attended less than half of the group sessions (Beck et al., 2019). The combined individual and family MBT sessions in the Rossouw and Fonagy (2012) study demonstrated superiority over a heterogeneous control group, but half of the youngsters did not complete treatment and 25% dropped out within the first 2 months of treatment. Both findings – difficulty to demonstrate superiority and high levels of drop out – have also been found in other studies of BPD adolescents [10]. They seem to suggest that the treatment packages offered in these studies may not be appropriate enough to meet the needs of all BPD youngsters involved and warrant for a further refinement.
This paper offers a conceptual framework for designing mentalizing interventions, making two basic arguments. First, we will argue that improving social cognition by improving mentalizing may not only prevent borderline development but may also help to prevent the social disability often associated with BPD, reducing the so-called symptom-disability gap. This paper describes a view on mentalizing interventions to scaffold normative social cognitive development, thereby improving personality functioning in adolescence. The aim of mentalizing interventions may not only be to prevent borderline features to progress into fully established BPD, but also to improve social cognition and thereby improve functioning more explicitly. Second, we claim that treatment effectiveness for young people with BPD in general may benefit from a staging approach. Following other stage-based conceptualizations for prevention and intervention with BPD [9], a core assumption in this view is that the focus, scope and duration of the intervention should be tailored to the stage of progression of BPD. This implies that earlier stages should be targeted with less specialist and less intensive interventions, while later stages should be targeted with more complex, intensive and long during interventions. In other words, selection of interventions is based on a heuristic model of clinical staging [29].

Staging BPD
Clinical staging is a heuristic strategy to describe the stage of progress of a disease according to its duration and extent. Clinical staging allows a refinement of diagnosis and presents a more dimensional and dynamic approach to assessment of diseases [41]. Two staging models have been presented for BPD [9, 29]. Hutsebaut et al. [29] argue that BPD features represent the generic markers of (severely) impaired personality development. These features are seen as the outcome of partly innate, partly developmentally determined dysregulations in self and interpersonal functioning, which may develop from early on and be expressed in poor attention and affect regulation, impaired impulse control, insecure attachment style or poor regulation of frustrations. Studies on early precursors of BPD indicate that a whole range of childhood disorders related to externalizing (i.c. ADHD, conduct disorders) and internalizing (i.c. mood and anxiety disorders) may precede the BPD symptoms [49]. These child-like expressions seem to lay the foundations for the more specific PD-like symptoms emerging in adolescence [44, 50]. In their view, presented in Table 1, staging BPD implies a structural vulnerability in self and interpersonal regulation (stage 0) with subsequent manifestation of typical symptoms of mood swings, lack of self-confidence and changing self-representations, intense and insecure relationships from puberty on (stages I and II). Studies have suggested that patterns of mood swings and self-injurious behavior typically start to emerge around puberty, while BPD symptoms of avoiding abandonment and intense relationships usually emerge somewhat later in adolescence [13]. Moreover, whereas normative expressions of impulsivity, affective instability and identity disturbance diminish by the end of puberty in normative development, these symptoms seem to stabilize or increase in BPD adolescents, creating a larger gap between normative and clinical development by the end of puberty [15]. Chronic impairments in self and interpersonal regulation often become associated with chronic or returning patterns of these BPD symptoms, associated with high levels of ‘co-morbid’ psychopathology and pervasive social and professional disability (stage III). Indeed, Zanarini’s landmark follow-up study shows periods of remission and relapse in BPD symptoms and professional functioning in a significant subsample of BPD patients [58]. These BPD adults seem to go through relatively symptom-free episodes with partial or full recovery, but seem to remain vulnerable for subsequent relapse, with sustained need for treatment [6]. Finally, large subsamples of BPD patients seem unable to recover, leading to persistent disability and often very severe associated psychopathology (stage IV). Although most BPD patients in Zanarini’s sample had periods of symptomatic remission, a group as large as 40% suffered from pervasive and irreversible social and professional disability [58]. New in this staging model is the inclusion of associated psychopathology and areas of disability to determine the stage of BPD progression, extending the scope of BPD stage beyond mere symptoms of BPD.
Table 1Staging model for BPD (adapted from [29])


	Stage
	Borderline features
	Co-morbidity
	Social and occupational functioning

	Stage 0
	No classic symptoms of BPD, but latent impairments in self and interpersonal functioning, expressed in problems in mood regulation, attention deficits, frustration and distress tolerance
	Either no formal disorders or some areas of mental problems, including ADHD, conduct problems
	No extensive problems, but areas of problems, including school functioning or peer contacts

	Stage I
	Emerging symptoms of BPD, usually in the areas of affect dysregulation and impulse control
	Usually ‘co-morbid’ disorders, including mood, anxiety and conduct disorders
	Emerging significant problems in school, peer contacts or relationship between parents and child

	Stage II
	First episode of full BPD
	Usually co-morbid disorders, often in associated areas of emotion dysregulation (mood disorders, PTSD, substance abuse)
	Significant and lasting problems in school, peer contacts and family

	Stage III
	Relapse in full BPD or chronic patterns of full BPD
	Usually chronic and multiple co-morbid disorders
	Usually recurring significant problems in social and occupational functioning

	Stage IV
	Full BPD without remission of main problem areas
	Usually severe and chronic associated psychopathology
	No social or occupational recovery




A staging model is a heuristic strategy that assists in treatment planning [41]. The assumption behind it is that the more BPD has affected different areas of mental, social, academic and other functioning, the more BPD has progressed, implying different interventions may be required. Staging embodies the idea that personality impairment, which is expressed typically by BPD features, is potentially progressive and may eventually affect more areas of mental and social functioning. Therefore, interventions should be differentiated according to the stage of progression of personality impairment.

Common features of mentalizing interventions designed for young people
Mentalizing refers to the capacity to understand (social) behavior by observing and interpreting (accurately enough) the mental states and processes that underpin this behavior [3]. Improving mentalizing in young people enhances their capacity to reflect upon the meaning of behavior, by attending to and trying to make sense of feelings, needs, expectations, and intentions that ‘direct’ this behavior. Mentalizing (well enough) within a social encounter creates a feeling of security and safeness, a feeling of understanding between both parties and a willingness to open up for social learning [21]. Mentalizing creates a state of epistemic trust, referring to the openness to learn from others; thus, an individual’s willingness to consider knowledge from someone as trustworthy, generalizable and relevant to the self [23]. A stable mentalizing environment will ultimately scaffold a well-balanced disposition to trust reliable others and still remain sufficiently vigilant towards unreliable others [24, 25].
This paper discusses a range of mentalizing interventions, different in modalities, duration and intensity to fit the needs of each stage of BPD progression. However, these interventions have some features in common which will be discussed briefly. First, mentalizing interventions are less directed at shaping and changing behavior than on strengthening self-regulating capacities and interpersonal abilities. All interventions ultimately focus on improving personality functioning, or to put it in DSM-5 terms: to improve Criterion A function as described in the Alternative Model of Personality Disorders [1, 48]. Criterion A may be understood as representing the ‘building blocks’ of healthy personality development. Mental resilience will be fostered when (young) people learn to develop a sense of self, regulate their emotions, understand themselves, design goals and values in their lives, and when they are capable of establishing safe, rewarding, positive and stable connections with other people. Mentalizing interventions help to strengthen regulatory abilities in circumstances of complex and overwhelming emotions. Second, mentalizing interventions focus on self and other. They not only address emotions, needs, and other mental processes in the person, but also in others, in order to better understand other peoples’ intentions and thus select reliable learning opportunities. Mentalizing interventions explicitly address the minds of others as a way to learn to identify reliable minds and prevent misinterpretations of intentions. Third, mentalizing interventions explicitly focus on establishing and using the (therapist) relationship as a vehicle to unlock social learning [23]. They may explicitly address what is happening between the therapist (counselor, teacher, parent) and patient (young person) and use this relationship as a mirror of other relationships enabling learning through experience and establishing renewed opportunities for learning. Establishing epistemic trust within the therapist encounter is considered to be an essential part of any intervention, but also requires a focus on potential ruptures that close down social learning within treatment. Finally, all interventions focus on the context of the individual. Learning from others not only requires detecting favorable learning opportunities, but also an engaged and reliable environment. Opening up for detrimental learning environments may be iatrogenic. For young people, including context usually implies involving families, but could also imply the inclusion of peers, teachers or other key persons in the lives of these youngsters.

Mentalizing interventions for different (early) stages of BPD
Borderline impairment is dimensional and potentially progressive, as is all personality pathology impairment. This requires interventions that are tailored to the stage of borderline impairment. Early intervention for young people with BPD will typically involve interventions at stage 0, I-II, and II-III, referring to targeting ‘borderline disposition’, early stages of BPD, and severe and already chronic stages of BPD. Table 2 gives an overview of these different interventions.
Table 2Overview of characteristics of mentalizing interventions


	 	Kids@risk
	MBT-early
	MBT-A

	For whom?
	Stage 0, 12–13 years
	Stage I-II, on average 13–15 years
	Stage II-III, on average 15–17 years

	Structure
	Low dosage: Single sessions, courses
	Medium dosage: 16 weeks + 6 months booster
	High dosage: 4 months pre-treatment, 9–12 months intensive treatment, 3–6 months post-treatment

	Modalities
	Single modality: Psycho-education, class sessions
	Multi-modality, with accent on individual therapy, but including family sessions, case management, and occasionally medication review
	Multi-modality: Group therapy, individual therapy, family therapy, case management, medication review

	Team
	Trainer, teacher
	Individual therapist, team-based
	Multidisciplinary team




Mentalizing interventions for stage 0(−I)
These interventions will typically have a broad scope and involve children and young people with a clear disposition for psychopathology as well as those who are not necessarily on track to develop psychopathology. Interventions can 1) be community-based, school-based, or otherwise closely related to general community services and not be restricted to mental health care; 2) be focused at creating a mentalizing environment at home, school and in youth communities; 3) create sensitivity of parents, teachers and other adults to detect young people at risk.
Interventions at stage 0 may be psycho-educational in nature and assist parents and teachers to take a mentalizing stance and support personality development in children and young people. The Dutch Kids@risk project focuses on parents, teachers and young people of 12–13 years (www.​kidsatrisk.​nl). It provides psycho-education for teachers of the first grade of secondary school and for parents of young people. The focus is on helping teachers and parents to take a curious and reflective stance towards young people and reflect upon their behavior. Instead of ‘labelling’ behavior (ADHD, aggression problems, difficult home situation), teachers are stimulated through a series of exercises to take a different, complementary reflective stances to trigger reflectivity (e.g. wondering why the pupil is displaying a particular behavior at a certain moment and what trigger the teacher may have provided for this behavior, examining this from different points of view). In the same project, similar information and exercises are offered to parents. The aim is to help these key persons to be more aware of the mental processes in themselves and in the young people and to support them to better understand their pupil’s behavior. Moreover, by reflecting upon the class atmosphere and the interactions among pupils, teachers are helped to create a more supportive, safer environment in the class, in which emotional contents may be discussed. In addition to the interventions offered to teachers and parents, the project also includes class sessions aimed at discussing basic themes like emotions and self-image among young people. Similar more preventative mentalizing interventions have been piloted in parents and children or community-based caregivers and children.

Mentalizing interventions at stage I(−II)
MBT-early is an early-intervention program for young people with emerging BPD. It was designed for youngsters in an early stage of BPD, including youngsters with (subclinical) borderline features or full BPD, limited in time and with (rather) limited associated psychopathology and/or developmental break-down. Typically, young people will be 13–15 years, have 3–5 features of BPD, may have additional mood or conduct problems/disorders, but will often have some relatively intact areas of functioning, like at school or at home. MBT-early integrates the principles of Helping Young People Early (HYPE, [11]) with a mentalizing treatment approach. The program is based upon the following principles: 1) systematic screening for borderline features to detect incipient cases of (still subclinical) BPD; 2) rapid response (avoiding waiting lists); 3) offering an all-in-one package, including individual and family treatment, case management, crisis management, and medication review; 4) fostering resilience through a focus on (improving mentalizing with regard to) developmental tasks, including school, and peer and parent relationships, instead of (merely) focusing on symptom improvement; 5) using an empowering stance and offering intermittent episodes of care instead of long treatment trajectories. The primary aim of MBT-early is to scaffold personality functioning and development, in the hope of preventing BPD symptom patterns from becoming chronic and to circumvent developmental arrest.
MBT-early has a two-stage treatment, similar to HYPE-CAT [10]. It starts with an active treatment phase, lasting for 16 weeks, with a weekly session. The first 3–4 sessions are used to make the joint formulation and collaborate on treatment goals. The next ten sessions are used to focus on two individually determined treatment goals, usually one rather symptom-oriented goal (e.g. reducing suicidal thoughts, reducing aggressive outbursts, improving mood swings) and one rather developmentally focused goal (improving peer relationships, enhancing self-competency). The last two sessions are used to formulate a relapse prevention plan and to write and discuss a review letter. Additionally, 3–4 family sessions are scheduled, besides case management (teacher contact, …) and two review sessions with the family. The active phase is followed by a booster phase, with scheduled contacts after 1, 2, 4 and 6 months and provisional crisis contacts. After this booster period, the file may be closed, or an additional treatment episode may be initiated (e.g. 4–8 sessions). The young person may contact the treatment team also after closing the file. If necessary, an additional episode of treatment may be started, reflecting the idea of intermittent treatment.
The active phase of treatment is focused on establishing a mentalizing process in the young person and his environment. The goals of the young person are mainly used to motivate him/her to engage in a mentalizing process, by exploring mental states and processes related to (changes in) goals, e.g. by exploring precursors and mental processes associated with changes in mood, or with problems in peer relationships. The aim of the booster period is to empower the young person and support this initiated process of improved mentalizing as a way to improve general functioning. By allowing youngsters to contact the team also after closing the file, MBT-early aims to prevent iatrogenic damage when former symptoms re-emerge. The general stance in MBT-early is focused on empowerment and increasing self-competence.
All individual therapists in an MBT-early team conduct all interventions, except for the medication review. They conduct individual and family sessions, attend school visits, and schedule treatment review sessions. All are trained at least at the level of basic MBT-therapist, including a 3-day training and 8 supervisory sessions in MBT. Individual therapists come together in team meetings, reviewing each case briefly every week, and more extensively every month.

Mentalizing interventions for stage II (−III)
MBT-A is an intensive, multi-modal and extended intervention assigned to young people with (already) severe and chronic patterns of BPD symptoms, high levels of associated psychopathology, and significant problems in social and school areas. Youngsters are typically 15–17 years, have full-blown BPD and at least 1 or more comorbid symptom disorders, including substance abuse disorders, eating disorders and PTSD. There are often significant problems in more than one area of life, including high absence or dropout from school, outplacement from home and/or engagement in negative peer groups, as well as self-harm and suicidal behaviors. These youngsters are at high risk for chronic BPD beyond adolescence, including the range of mental and social disabilities as discussed earlier. MBT-A is grounded in the evidence based adult MBT-programs with age-specific adaptations. It includes different treatment modalities performed by a multidisciplinary team. MBT-A is organized in three stages. It starts with a pre-treatment phase, including individual and family assessment, medication review, crisis planning, formulation of treatment goals (individual and family), MBT-introductory course (a psycho-educational course for youngsters and their parents) and school and home visits. After 3–6 months, when individual and family commitment is established and crisis is managed sufficiently, young people start the intensive phase of treatment. This includes weekly individual treatment, weekly group treatment, weekly case management and crisis planning, and bi-weekly family sessions. The intensive phase usually lasts 9–12 months and is followed by a post-treatment maintenance period of 3–6 months, usually containing individual and family sessions. Treatment is offered by a multidisciplinary team, including individual psychotherapist, individual nurse, group therapist, family therapist and psychiatrist. All team members are trained at least at basic level in MBT and the principal therapist is trained at MBT-therapist level.
MBT-A has a more comprehensive focus as compared to MBT-early. It follows the structure of MBT, combining different modalities of therapy (individual, family, group) and following five overarching goals: commitment to treatment, reducing symptoms of co-morbid disorders, improving interpersonal relationships, reducing self-destructive behavior, and improving social and occupational functioning. Additionally, similar goals are formulated for the MBT-F based family therapy: commitment, improving mutual relationships, reducing family crisis, and improving parental competence. In order to improve consistency, the team meets regularly besides formal review sessions, to discuss patients and families.


Clinical implications: two vignettes to illustrate a staging approach to borderline pathology
To demonstrate how a staging approach to borderline pathology may inform treatment assignment, we will briefly discuss two cases representing different stages.
Case 1
Charlotte is a 14-year old girl, referred for treatment after a medication overdose. She has been feeling depressed for a while, having suicidal ideations regularly. She comes from a broken family, lives with her mother and has a disturbed relationship with her father. Her depressive moods started about 2 years ago, after having started secondary school. Her mother recounts she had always been an anxiously attached girl, and she claims her daughter feels abandoned by her father who would only be irregularly available to her. Charlotte started to display self-injurious behavior half a year ago, after experiencing some issues with other girls from school. Diagnostic assessment reveals a persistent depressive disorder, but also four BPD features: affective instability, suicidal ideation and self-injurious behavior, identity disturbance and impulsivity, as reflected in risk taking behavior and occasional binge eating. However, she attends school and has social contacts with peers inside and outside school, although conflicted at times. She has an intense, but ambivalent contact with her mother, who feels extremely worried, especially since the overdose, reflected in overcontrolling parenting (e.g. checking her being okay every 15 min when she’s in her room).

Case 2
Lucy is a 16-year old girl, referred by a psychiatrist from a general mental health care center, where she had been in treatment for a depressive disorder. She suffers from mood problems and – as she calls it herself – ‘social anxiety’. She feels easily judged, fears being abandoned and consequently withdraws from social contacts. She mentions a pervasive distrust towards others and doesn’t open her mind to anyone, to ‘protect herself from being hurt’. She cuts and burns herself, is chronically suicidal and admits to spare medication ‘in case I need an escape’. Occasionally she has extremely intense relationships with friends, but fails to keep longstanding friendships. Her parents feel they have lost their daughter for several years. They were informed about her suicidal and parasuicidal behavior through a teacher from school she trusted more than her own parents. They feel they have no access to their daughter and disagree among each other on how to deal with her often irritable behavior at home. They’ve had family therapy together, but felt it damaged their relationships more, given the extreme arousal it created in all the family members. Lucy met criteria for several mental state disorders, including recurring depressive disorder, social anxiety disorder, eating disorder not otherwise specified and some features of PTSD, reactive to a sexually abusive incident she had with a boyfriend. Additionally, she meets criteria of BPD and several features of Avoidant PD. She meets BPD criteria for: frantic efforts to avoid abandonment, intense relationships, identity disturbance, impulsivity, (para) suicidal behavior affective instability, emptiness and dissociation under stress. She still attends school, but on irregular basis, agreed upon after a consult between school and her psychiatrist. She feels socially isolated, although she enjoys playing theatre, which she calls ‘the only place where she can be herself’.
Both girls were screened at admission for features of borderline pathology, using the McLean BPD screener [60]. They were administered the SCID-I [18] and SCID-II [19]. Additionally, a clinical interview was conducted to design a picture of their social functioning at school, at home and with peers. Although both youngsters clearly display features of BPD, there are also important differences, suggesting a different stage of the disorder, with Charlotte showing (still) more intact functioning in different areas and less pervasive psychopathology than Lucy. Matched with the staging model (Table 1), Charlotte seems to meet the stage I profile (although probably progressing to stage II), while Lucy matches the stage II profile (although also probably already progressing to stage III). Their different stage profiles would entail different treatment needs, with Charlotte still being eligible for an early intervention approach, i.e. MBT-early, while Lucy’s complex picture of psychopathology and developmental arrest, may warrant a more intensive and comprehensive treatment approach, i.e. MBT-A. Implicated in this staging approach is the assumption that although both are teenagers, with significant borderline pathology, their treatment needs may be different, given the clinical stage of borderline progression, with Lucy’s borderline pathology (in the broad sense) being more progressed than Charlotte’s.


Organization of mentalizing interventions in clinical practice
Approaching BPD from a dimensional staging model means there is a thin line between normative adolescent development and borderline pathology. This should be reflected in the service organization, but more broadly, should ultimately be informed by research specifically examining points of demarcation where this thin line can be more clearly substantiated. Clinically, and following the HYPE approach, the threshold for entering the service should be kept low [11]. Parents and youngsters should have easy access to the service (e.g. facilitating referral, presenting accessible information, providing telephone or chat opportunities). Rapid response to referrals is required, in line with the perspective that early help can prevent unfavorable outcomes. Moreover, integration of community services and mental health care is advised. One way is the creation of networks, including schools, first-line youth services and specialist mental health care centers. These networks incorporate the specialist expertise and make it available for first line services. This may facilitate the detection of youngsters at high risk in a very early stage and prevent iatrogenic first-line strategies during a critical period in very vulnerable youngsters. Furthermore, youth mental health care centers could screen systematically for features of BPD. The rationale is that these features mark high levels of personality impairment and subsequent risk for unfavorable outcomes in different areas beyond adolescence. This requires a change of professional attitude towards the early detection of BPD [12]. Targeting treatment to the underlying impairment in personality functioning (Criterion A) even in the presence of ‘co-morbid’ full diagnoses may enhance resilience and prevent primary and comorbid symptom change or relapse. Assignment for treatment could be based upon a staging model, including the ‘extent’ of ‘co-morbid’ psychopathology and disability, and not merely on a categorical diagnosis of BPD or age. Severely entrenched disorders often need more (intensive and long) treatment than emerging disorders. The more complex and progressed the disorder, the more teamwork may be needed to prevent iatrogenic processes and team problems. This includes increased peer supervision, increased consultation, increased reflective intervision, and more quality monitoring. Reflection among co-workers should be at the center of working with these young people, as their emotional dysregulation and interpersonal sensitivity may also impact upon therapists and counselors. Finally, treatment should be followed-up by empowered self-management of the vulnerability by the youngster and his/her family. Borderline impairment is not ‘cured’ after treatment and adolescent life events may re-install problems. This requires a come-back guarantee, allowing youngsters and families to re-enter treatment rapidly after re-emergence of problems. Intermittent treatment may be an ideal format to balance an empowering stance and a continuing disposition to psychopathology in these youngsters and families [11].

Conclusion
Borderline personality disorder is not a single disorder [47]. Its defining symptoms rather mark impairments in personality functioning that predispose to a range of symptom disorders and unfavorable outcomes in many areas of life. These impairments tend to become chronic and preclude full participation to social and occupational life. This is probably the worst outcome of BPD: people often fail to fully participate in occupation and social life (Freud’s “love and work”).
This paper argues for the importance of detecting youngsters at-risk early in the course of their problems. BPD symptoms signal a group of young people at risk for developing unfavorable social and occupational outcomes, which – once established – seem to be far more difficult to treat than the core BPD symptoms. Early detection is warranted as the social-cognitive tools for self-regulation, autonomy and responsibility, and interpersonal functioning are sculpted during adolescence and may underpin the potential chronicity of the disorder and its invalidating ‘side-effects’. We argued for a coherent range of mentalizing interventions to address these impairments and support a healthy development. Essential to this perspective is the assumption that this high-risk BPD group consists of young people at different levels of severity and in different stages of the disorder. In our opinion, this heterogeneity may partly explain the observed problems with dropouts and limited general effectiveness in BPD trials in young people, as mentioned earlier (see intro). Given the inclusion of youngsters along the whole range of BPD pathology in these trials, often starting from 2 or 3 BPD features, it seems plausible that these samples consist of youngsters in an early stage as well as youngsters in a more progressed stage of BPD. One treatment package may not serve all young people and the packages offered in these studies – often less intensive and lengthy than in adult treatment studies – may be insufficient for youngsters in a more progressed stage of BPD. One way to proceed and design more effective treatments, may be to refine and personalize treatment packages. Staging BPD could serve as a heuristic strategy to guide this treatment assignment, with more progressed BPD youngsters requiring more intensive and longer treatment. This paper discussed some potential formats for such differential interventions. However, it may be clear that other formats may be possible, following a similar set of principles.
In this paper we also argued that mentalizing interventions may have an additional value to overcoming the symptom-disability gap. Mentalizing focuses on mental states and their value for understanding self and others, enabling young people to learn about themselves and others. The explicit focus within mentalizing interventions on social cognition and interpersonal functioning, may help young people to function more adaptively in social contexts, like class rooms. This may in turn support their capacity to commit to school, which may lay a necessary foundation for occupational participation in adulthood.
This paper is limited in so far that it does not present empirical data to support many of its assumptions. There is no empirical evidence in the field of BPD that early intervention is more effective than late intervention or reduces general costs due to increased resilience. There is also no evidence that progressed BPD stages need different treatment dosages and/or intensity and indeed some studies seem to show that limited amounts of treatment may be beneficial for progressed stages too [57]. Finally, there is no evidence that mentalizing interventions indeed improve functioning more than other PD interventions. Clearly, these are some areas of research that may be important for future studies.
The PD field is still relatively young and has only just began with establishing a more positive and hopeful perspective on the changeability of PDs. A next step may be to personalize treatment approaches, especially in order to improve social functioning. We argued that a staging approach to assessment may improve our treatments by refocusing on early detection and intervention and refining formats of treatment according to the stage of BPD progression. A staging approach may guide future studies, trying to identify ‘what works for whom’.
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